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Brief Reports 

Infiuence of Personality Disorders on Therapy 

Outcome in Somatoform Disorders at 2-Year 

Follow-up 


Comorbidity of personality disorders (PD) in <Lxis­
I-d:sorders was found to be a negath'e preclictor for treatment 
outcome in most studies up to the early 1990s (Reich and 
Vasile, 199:3). However, recent studies on cognitive-beha\ioral 
treatment report no infiuence of PDs on therapy for 
depression (Hardy et 1995 Shea et al,. 1990), arLxiety 

'rc.C>c<,,,n er al" 1994), and obsession-compulsion (Dreessen 
results be explamed by differ­

ences in assessment methods , development of standard­
ized c1inical intef\iews and evolution of diagnostic criteria), 
size and composltion ofpatient sampies, and treatment straxe­

emedkal treatment 'l\), psychorherapy). Resulr.s of Hardy 
and Shea et aL revealed that comorbid PDs 
affected the therapy outcome of interpersonal 

therapy but not CET. Severi:y ofaxis n pathology be 
another important factor determining effects on therapy out­
come ofaxis r disorders, In DSM-rv Psychiatnc 
:\ssociation, 1994), PDs are c1assified by three clusters, 
Cluster C PDs are commonly regarded as less se­
vere than cluster B a"d cluster :\ PDs, 
which is addressed insufficiently in re cent stuclies invest:gat­
ing the mftuence of <Lxis II comorbidi:y on CBT treatment out­
come ofaxis I disorders, PDs of cluster A and B might affect 
therapy more than less severe PDs of cluster 

lJrJe is knO'-"T, about comorbidity of PDs and somatoform 
dis orders Rost et a], fonnd a frequency of about 
SC!H, PDs in SFDs, Stern et al, reporr a rate of about iChS, 
There has been no substantial e\idence about 111e infillence of 
PDs on treatment outcome of somatoform disorders until now, 
Trea::ment of SFDs, in particular somatizanon disorder. Ls re­

as dL''ficult and ineffec:ive (Barsk:;. However. re­
cent suggest tha: a c1ear <L'1d stable improvement of so­
rnatoform syrnptoms may be attained by eBT progTa.r:lS in 
pr'anary eare patients as weU as in inpanents \'11th se\'ere ard 
chronie SFDs e, al" ~995; Speckens er a1. 1995). 

The aün of the presem swöy was to deLemline the 
caIlCe of (!ifferen types of POs for therapy ou:come o[ SF:::)s, 
We foeused on lhree differerJ a;,llects of this quest;on, F\rsr. 
we <L'1alyzed differences beC\\'een somaroforrn patier,ts \\irh 
and without eomortllcl PDs on mdices at the begln­

01' treatment, SecomL we evaluatecl treamlem oulcoml" of 
the [Oeal sampIe to obtain more infomiarlon abouc the effec­
j\1ty of our SFD therapy prograrn in Thlrd, we im'es­
ngated differences in treatment outcome berween the s;x sub­
graups [0 analyze the inJl.uence of comor~iö PDs, 

Jfethods 

We in\-estigated a san,ple of l~O inpatienrs con­
secuLively adrmtted to [lw Klinik Roseneck Center for Beha­

\ioraJ :Vledicine in Prien, Germany, which specializes on the 
preclominantly psychotherapeutic treatment of patients suf­
fering from multiple and chronic meneal disorders that are 
too severe for outpatient treatment Patients with schizo­
phrenia, prima!}' eating clisorders, and primary alcohol/sllb­
stance use disorders were excluded from the study, All pa­
tienrs obtained the CBT program offered in our clinic. It 
consisted of individual therapy by guidelines for 
the treatment of SFD) and group therapy seSSlÜns as well as 
standardized therapy prograIns focusing on specific parts of 
the psychopathology (e.g" pain, depression, or so­
cialskills training, progressin> museie relaxation, and further 

and physio-therapeutic treatmems, All subjects par­
ticipmed \'olumarily in this study after informed consem was 
obtained, 

AsseSSIn:!ni"5: Patients compiered a battel}' of 
scales at least -! weeKS before treatment. at the 
the end of treatment, and :2 years after discharge. Soma­
[Gfom, s:,.:rnptoms were measured by the Screening for 
Somatization Syrnpcoms (SO.\IS-7: Rief el 2J" 1997), a 53-irem 
self-rating scale including all somatoform complaints lisced 
in DSM-IV and rCD-W. The patients also cornpieted ,he 
Whiteley Index 1967), a l-!-item scaie to measure 
hypochonclriasis, the Beek Inventory (BDI: Beck 
and Steer. and a recently de\'eloped 4-8-item self-rating 
scale, the Cognitions About Body and Health Questionnaire 
(CABAH; Rief et al" measuring dysfunctional cogni­
Dons about body and health on the five subscales 
Catastrophizing Cognitions, Inwlerance of Bodily 
Complaints, Wealmess, Autonomie Sensations, and 
Health Habits, Diagnostic imel"\iews were gUlded by the 
Imemauonal Diagnos:ic Checklists for OSIYI-I\' Hiller 

aJ and IDCL P CBronisch et al" 1996) for personal­
e)' disorders, which are recommended the WHO to obtaill 
reliable <L'ld valid diagnoses, To contro! for se\'ere 
<L'ld effects of acute symptomatology on the 
sonality disorcler (Zimmern,an, 
:ie interviews of <Lxis n were not eonducted u:1til 4- weeks 
after admission to treatment. and depressive syrnptornatol­

was measured by the Depression Status Inventory 
Zung, 19i:2') subJect who scored more 

than 60 111 [he DSI (which is the cU[-off for medium-
s:zed to severe was exch.:ded from the stud~'. 

in addition cO the somatofornl clisorder cate­
gones pro\ided by DS\l-I\', [he Somaöc Index 
±'6: Escobar and Canino, 1939), rn'-nnn'" 

maroform symptoms for men 3..c'1d SLX for women, W3..cS appiied 
LO cover rele\'arn somatoform syndromes below the 
threshold of somatizanon dlSorder. The 5SI-4I6 concept was 
deveioped as an abridged somauzanon construct. because 
sornarization disorder according to DSM-f\' cmeria is vel}' 
rare \\lth a prevalence of less [han 1% m the commul1lty, 
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whereas lifetime prevalence of SSI-4!6 ls 4.4% (Escobar and 
Canino, 1989) Gndifferentiated somatoform disorders and so­
malOform disorders NOS were excluded from the srudy. 

Grou.p Definit'ion: We decided to make no subclassifica· 
tion of SFDs because the focus of this study was to compare 
different types of comorbidiry. The total sample was classi­
fied into somatoform patients v.ith/v.ithout PDs and nonso· 
matoform controls -withlv.ithout PDs. Somatoform subjects 
with comorbid PDs were subclassified agam a10ng dimen­
sions of severity of the ax:is I1 pathology: somatoform pa­
tients with cluster A and B diagnoses (both characterized by 
higher levels of impairment) were separated from patients 
\~itll clust.er C diagnoses, and single/multiple diagnoses of clus­
ter C were differemiated because multiple diagnoses (despi1.e 
a certain overlap of criteria) might indicate a more general· 
ized axis II pathology than single PD diagnoses. Subclassi­
fication procedure resulted in six subgroups: a) SFD v..ithout 
PD (SFD), b) SFD and 1 cluster C diagnosis (SFD .;.. PD-Cl. 
c) SFD and multlple cluster C diagnoses (Sm -;- PD-CC). d) 
SFD and cluster A or B diagnoses (SFD-'- PD-/vB), 12) nonso­
matoform controls v.ithout PD (CO!\TR), and f) nonsOmato· 
foml controls v.ith PD (CO!\TR PD). 

Statü;ti.cal Analyses. Differences belween the six groups 
at any assessmenr were analyzed by one-way analyses of 
variance and Scheffe-correCled post-hoc comparisons. Treat­
ment effects and global differences between the groups re· 
garding r.herapy OUl.come were e\'a1uated b~' lI1A,:-:OY.-'\.s \\ith 
repeated measures (4 assessments), and effect sizes (dL.'fer­
ence of means of assessmenr..<; TO/Tl and T3 di-dded by ilie 
pooJed standard de\iauon of the ennre sampIe in for 
each group were calculated to compare inlprO\'ements di­
rectly. I-Tests for the impro\'emem of each group on e\'ery 
scale were not conducted because \'a1idity of slgruficance 
levels is a concern 1Il 48 tests. 

ResuliS 

f2.:e \",'8,S Slg~ 

wich comorbid PDs thm1 in tiwse 
\r" re,tl"(; ; 

difference" ag0 (mean 4'::,s F = 
fem:lle: A 2 == :3.5: 

2.-1: :-:5;, or ITPa.l111ell1 duratlOf' 
}" .9: ~\S) betv.een üle six 
ir.. educationa' le\"0:;' == 10\\ 1O 

F= 
fc'rences bet "\'eer: ,wo subgrou))s occurn:,o Ir. the 
pansons, In the pa­
'lems met cr;:eria for at le.ast onc somalc,form dJsorder. 

somau­
pain disorder, 

cOl1\Cfsi 01, disorder. 
disorder pa:iems 

met crileria fOT at ;eaSl one· persu[,aliry dlsorder 
(P:-J): tlw frequcncies W('rc- ob"cr'Hi 3~' 

a\'oidam PD. 33 obsessiw-C'ompulsin' PD. 1:3 
dependem PD, 10 narcissistiC' PD, .s (6,7'10) 

histrionic PD. 5 borderlme PD, 3 schizoid PD. 
and 3 paranoId PD. Axis I comorbidiry rate was 79.0'70 
for major depression and 65.99+, for artXiery disorders. 

Group DiJJerences al tfw Beginning 01 Treatment.- Al 
the beginning of treatment a sigruficant overalJ difference be­
tween the six subgroups was found only for the depression 
score (BDI). but no differences between two subgroups oc­
curred in the Scheffe-rests (Table 1). 

Grou.p Dif.ferert.ces i:n Treatment Outcornc' We found 
sigruficant global improvements of pathology on seven of 
eighL scales applied, whereas no sigruficant interaction effects 
occurred in the repeared measures J\;L~'iO\'A, indicating thaI 
treatment outcome of the six subgroups was not clearly Gis­
tinct. However, the results of the effect size analysis suggest a 
sligl1tly poorer outcome of SFDs \nth more severe types of 
axis D comorbidity. Subjects v.ith SFDs and multiple cluster C 
PDs as weil as those '-Vith SFDs and cluster A/B PDs did not 
improve on the SOMS-7 score. Outcome ofsomawfoml symp­
toms in SFD patients v.ith multiple cluster C PDs was e\'en 
negative. Regardmg hYT!Ochondriacal S~'l1WLOmS and the 
CABAJ-l subscale IntoJerance of Bodily Complaints. inlproVE" 
mem was only moderale m this group. Moreover. SFD pa­
tient..s v-.ith multiple cluster C PDs are the SFD group v-.ith 
sigruficantly ele\-ared levels of somatofonn syulptomawlogy 
compared v-.ith Lhe control group v.ithout PD at 2-year follow­
up. Howe\'er. treatment outcome of SFD sub,leets \-\iili mulu­
pIe clUSler C PDs or cluster .AJB PDs is not worse regarding 
the depression score and 4 of CAB.>\.H suuscales I} 

The facI tha: we found no differenees in clll1ical cha:-ac­
tenstic~ (such as or h~voehondriasls' beTWeen 
SFD subJeC'ts with and v-.lthout comorbid PDs is somewha: 
unex:pected becaCise fomler studles reponed ele\'ated le\-els 
of \\1[h comortui PDs (Hard\' 

a1.. characler­

len']s 
the mea5ures applled 111 the present srurly are 

for 0n the mher hand. PDs of elus­
bt, riild \'arierii's, wllerC'as Sf~' 

dI5CO\' 

Our Tl sults suggE'5t tlial a 
pro\-en"len: Clf SOrnal(1 

fom~ patiems \\-hen sc\-ere types of cL,l::; Tl ('onlor;'ldJ:~ 

are p;E'Se:lt, How('\"(:r. LreaInle'l1 O\EC011'E' 

\\~ilh rcsl~J(~C~ 

flltlOnS a~>()ul bud\' 

treatrner,t p;(>gra~ll üIC]udecl 

t:lerap\ Lu! nc- standarrlizC'(] treatmem prograrn fur 

SOlTI{J.!(}fo:;nl s~TnlJY[O;ns. v,:hic:1 \'er:: pf'rSlste:H, 
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the effects of the different types of a.xis Il comarbidity, a 
slight but nonsignificant tendency toward a poarer outcome 
of subjects 'INith multiple cluster C PDs was found on so­
matoform symptom and hypochondriasis indices. One reason 
for the absence of significant differences could be that our 
sampIe size was rather small for the a.<;sessment of sb: groups 
a1though it is large compared 'with other studies on the ef­
fects of comorbid PDs. 

Conclusi.ons 

Our results are consistent vlith the re cent findings on cog­
nitive behavioral treatment olltcome of a.nxiety, depressive, 
and obsessive-compulsive disorders (Dreessen et a1" 1994, 
1997; Shea et a1., 1990) that found no distinct effects of co­
morbid PDs, However. the total number of studies that in­
vestigated the infiuence of comorbid PDs on psychothera­
peutic treatment is ver;; small until now, One important issue 
of this study is the fact that markedly more subjects wjth 
than v,'ithout PDs (regardless of their axis r diagnoses) 
dropped out, whieh was also reported in a study by Persons 
et al. (1988) on depression. The higher drop-out rate might in­
dicate a poorer treatment outcome. On the other hand, it 
could be an ex-pression of weU-knOv,l1 interactional problems 
in PDs, which need not necessarily affecl treatment outcome 
ofaxis 1 disorders, Further studies v,ith larger samples and 
follow-up assessments are required to determine differential 
effects ofaxis II pathoJogy as weil as long-term effecr.s of co­
morbid PDs, which are commonly characterized as ver;; per­
sistent disorders 'with high relapse rates. 

References 
American Psychiatrie Association (1994; Diagnostic and sl.aI1.,t1.cal 

manual 0/ mental disarders (4th ed). Washington, DC: Author. 
Barsky AJ Somatofo:m disorders. ln HJ Kaplan, BJ Sadock 

(Eds). tR.xtbook ojpsychiarry (5th ed). Baltirnore 
Williams & Wilkins 

Beck AT. Steer R.A,. (1987). (1987) Beck Depre,'si01i lnvenw1'!! 
MomwL San An:onio, TX: The Psychologica! Corporaüon 

Bromsch T. BiJer W, ;YlomoOllr W, Zaudig M (19961 lnr€rIlO-liot<rtl 
Di.agllüsl1.C Checi:lisl.sfor PcrSOll.ah!:y disorders accardwg /0 JCD· 
JG and DSM-J1' . !JJCL-P, Seattle: Hogrefe and Huber Publishers 

Dreessen 1. .tvTltz A. Lunels C. Sallaens S (198ri Personalir~' dis­
orders do not llLfluence ehe resu;ts of cognll.ive beha\1or therapes 
[or anxlety dIsorders. Compr Psycf/'ialry 35:265-:274. 

Dreessen 1. Boekstra Fe .tvTltz A (1887) Personalny dL"orders do 
not :nfluence t.he resuits of cognitl\'e alld oe!1rl\-;or theral'\' for 
Cd)Se5Sj\'E' cOfnpu!si\'t:, dis(Jrders A !t.rh'fJ; 

Escooar J1, Canino G (1989; l.'nexplained ph~'sical COl~lr)laJn:.s 

Psychopatholog\' and epidemiological correlates. Br J Psych 10: I"y 
1~)~:24-2i 

Barc\' GE. Barkha:rn M, Shapiro DA. SuJes \'·B. Hees A. Re:;:-old" 
\ : 990) Impact of Cluster C personaliry drsorders 0;] outcornes of 
comras:ing bnef psychotherapies for depreSSIon. J Consult 
Psyeiwl 63:997-I OO~. 

Billn W, M, \lomoour \\' (1991:,.1 IDC. 1Iil"?,iDrionai n;ug· 
ri':,srlc fOT JCD-JO und DSM·Tr SeaEle: Bogrefe a;ld 
IJ ul)(::r Publishers 

Person" .m Bums BD, Perloff J~l (1988) Pred!ClOrS of drq:,-oUl ami 
outcome in cognlD\'E L'lerapy for depression in a pli\'ate prac:ic:e 
~t'lting. CCI.ani,{ Thcr Res 12:55i~.S75, 

l'iiows;"~; I (Hl 67) Dlmensions of hypoc.hond;iasl5. J Pccycio(1!ry 
1] 

Hc:,ich JE. VasJie (1993; Effecl of personaJity d:sorders Oll ln'at· 
1~1en: out2nrnf of a.'\:is I conditions AI: update J .\'en' f\JcrU 1)i"<::­
~~J:4:-;)-4t.-1 

Rief W, Hi11er W, Geissner E, Fichte; M1\-1 (1995) A two-year fo11ow­
up study of patients with somatoform disorders. Psyc/wsomatics 
36.376-386. 

Rief W, Hiller W. Heuser J (1997) SOMS: das Screening für somalo· 
forme S/-örungen Tlle screening jar somat,olarm disorders. 
Bem: Huber. 

Rief W, Hiller W Margraf J (1998) Cognitive aspects of hypochon­
driasis and the somatization syndrome. J Abnorm Psychol 107: 
587-595, 

Rost KM, Akins RN, Brown PI\', Smith GR (1992) The comorbidity of 
DSM-ill-R personality disorders in somatization disorder. Gen Hosp 
Psychiatry 14:322-326 

Shea MT, Pilkonis PA., Beckham E, Collins JF, Elkin 1, Sotzk)' SM. 
Docherty JP (1990) Personality disorders and treatment outcome 
in the NL\lli Treatmem of Depression Collaborative Research 
Prograrn. Am J Psychiatry 147:711-718, 

Speckens .,;,E, van Hemen .11M, Spinhoven P, Hawton KE, Bolk JR, 
Rooijmans HG (1995) Cognitive behavioral therapy for medically 
une".-plained symptOms: a randomized controlled trial. Er Med J 
311: 1328-32, 

Stern J, Murphy 111, 'Bass C (1993) Personality disorders in patients 
"ith somatoform disorders: A controlled study, Er J Psychialry 
163:785-789. 

Zimmennan 	M (1994) Diagnosing personality disorders. Arch Gen 
Psychiatry 51:225-245. 

Zung \V\\r;: (1972) The Depression Status lnventory: .>\n adjunct to 

the Self-Rating Depression Scale, J Clin Psychol 28:539-S4~j 

Rolf Leibbrand, Ph,D 1 

Wolfgang Biller. Ph.D. 1 

Manfred Fichrer, M.D.2 

: Department of Psychology of the University of Malm. Gemlany 
Send reprint requests Dr. Leibbrand, Psychologisches Institut der 
t'niversität Malm, Abt Klinische Psychologie, Staudinger Weg 8. 
D·55098 Malm. Germany. 

Clinic Roseneck Center for Beha,ioral Medicine, Prien, Germ· 
any and Depart111en: of Psychiatry of the L'mversity of Munich. 
Munieh. Gerrnany 


